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ABSTRACT 
 
 The debate concerning the evidence-based practice movement is reviewed in this 
dissertation. It includes a discussion about the implications of this movement on process-oriented 
therapies, particularly Gestalt therapy. The present research is on the application of an innovative 
method for evaluating process in research on non-manualized therapies like Gestalt therapy. 
Using the Psychotherapy Process Q-Set, a panel of expert Gestalt therapists expressed their 
opinions on what psychotherapy processes listed in this measure are most and least characteristic 
of Gestalt therapy. Using Q-sort methodology, a prototype of ideally conducted Gestalt therapy 
was created based on the experts’ opinions. This dissertation concludes with a discussion of how 
this prototype is similar to and different than prototypes created in previous research for 
cognitive-behavioral, interpersonal, and psychodynamic psychotherapies. Suggestions for how 
the prototype could be used to advance research on Gestalt therapy are also provided. 
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INTRODUCTION 
Gestalt therapists believe what they do is effective in treating their clients (Brownell, 
2008). Whether this belief is actually warranted is a concern shared by funding agencies, training 
institutions, ethics and oversight committees, and even Gestalt therapists who see their craft 
being threatened by the evidence-based practice movement. Brownell asks his readers to 
consider, 
Is warranted belief achieved by means of logical argument, empirical evidence, or both? 
Do Gestalt therapists actually think about what they are doing, and if so, is what they 
think reasonable and do they have enough evidence to support their belief in the efficacy 
of the modality they practice, or is it possible that they are just instinctively reacting out 
of an essentially atheoretical experientiality while whistling past graveyards and making 
some lucky guesses? (p. 3).  
 
Although individual Gestalt therapists and those they treat may believe what they do is effective, 
there must be some public agreement about the therapy’s effectiveness given the current 
healthcare climate, trends in the field of clinical and counseling psychology, and market 
demands. In order to achieve this recognition, Gestalt therapists must demonstrate, within a set of 
research criteria, that their methods are effective in order to be considered warranted, evidence-
based, or valid (Brownell, 2008).  
 An argument is made in this dissertation for a systematic approach to evaluating the 
effectiveness of Gestalt therapy that begins with the identification of the essential 
psychotherapeutic processes and the methodology employed by its practitioners. The objective of 
this study is to identify the therapeutic processes that are essential in ideally conducted Gestalt 
therapy (i.e., the processes that adhere to the principles of this theoretical perspective). The 
collection of this data is the first step in developing a measure to evaluate the skills and activities 
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of Gestalt therapists in practice. This type of measurement tool could be used to evaluate 
therapists’ adherence to the Gestalt therapy model and therapists’ competence in executing the 
methodology of Gestalt therapy in the treatment of various disorders. Measures of adherence to a 
prototypical Gestalt therapy treatment could then be easily linked to outcome measures in 
effectiveness research. Ensuring the integrity of a treatment by using such measurement tools is 
essential for making any valid or justified inferences about the effectiveness of a therapy 
(Perepletchikova, Hilt, Chereji, & Kazdin, 2009).   
 In the next section, the following topics are considered as they relate to the development 
of a systematic method for evaluating the effectiveness of Gestalt therapy: a) the debate about the 
evidence-based practices movement, b) the difficulty in researching Gestalt therapy, and c) issues 
of treatment integrity in research on both symptom-oriented and process-oriented 
psychotherapies. A summary of the theory underlying Gestalt therapy and the methodology 
employed by Gestalt therapy practitioners to facilitate change is also provided.  
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LITERATURE REVIEW 
 
Are evidenced-based practices really based on sound evidence? That is a question on the 
minds of both scientists and practitioners in the field of clinical and counseling psychology these 
days. Among the interested parties are mental health practitioners of therapies not formally 
recognized as empirically supported, including Gestalt therapy, psychodynamic therapy, 
humanistic therapy, and other process-oriented therapies. They are particularly concerned about 
the survival of their craft as the evidence-based practices movement progresses. If therapies that 
are well-grounded in theory but lacking in sufficient empirical evidence are at risk of extinction, 
then undeniable proof of the efficacy of an alternative approach should be responsible for their 
demise. So far, there is no unequivocal evidence that such an approach exists or that one therapy 
is truly superior to another.  
 Researchers have affirmed and reaffirmed the existence of a phenomenon in 
psychotherapy research that, when carefully examined via meta-analysis of efficacy studies, no 
differences in effectiveness exist among credible psychotherapies (Luborsky, Singer, & 
Luborsky, 1975; Smith & Glass, 1977; Stiles, Shapiro, & Elliott, 1986; Wampold, 1997). This 
phenomenon, called the Dodo Bird Effect (Rosenzweig, 1936) has also been disputed, mostly by 
cognitive-behavioral therapists who criticized the appropriateness of meta-analysis for 
comparing outcomes of multiple studies that likely lack similarity in design and method (Crits-
Cristoph, 1997; Howard, Krause, Saunders, & Kopta, 1997).  
Nathan, Stuart, and Dolan (2000) regard the dodo bird debate as a justification for 
examining whether efficacy studies (i.e., a highly controlled and methodological approach to 
evaluating a treatment’s capacity to produce a desired effect) or effectiveness studies (i.e., an 
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evaluation of the extent to which a treatment produces an effect; typically refers to evaluating the 
benefits gained from actual clients in naturalistic therapy settings) provide more information 
about the value of a particular therapy. Nathan et al. claim that we must identify whether efficacy 
or effectiveness research is more relevant and accurate in evaluating therapy outcomes, or 
whether researchers should employ an alternative approach that combines both when making 
claims about the effectiveness of a particular type of therapy. Ideally, a dual approach would 
maximize the benefits of research for the real-world practitioner.  
Regardless of whether a therapy is evaluated in randomized clinical trials or in 
naturalistic settings, researchers must take into account how the treatment in question is 
implemented and whether the therapist is demonstrating competence and adhering to standard 
components of the therapy. Developing adequate tools for measuring treatment integrity in both 
efficacy and effectiveness outcome research is necessary for making substantive claims about the 
value of certain therapies. Whether all of the components of a therapy are being implemented on 
a consistent basis so that appropriate conclusions can be made about its effectiveness is the 
purpose of assessing treatment integrity. 
Waller (2009) suggests that providers in naturalistic settings were generally poor at 
implementing the tasks required for cognitive-behavioral therapy (the evidence-based treatment 
of choice) to be effective. Waller discusses the distinct possibility that therapists are often the 
ones responsible for the failure of treatment in cognitive-behavioral therapy. He reviews the 
evidence of what he identifies as therapist drift, a type of therapy-interfering behavior in which a 
therapist deviates from standard treatment protocol, even omitting key components of cognitive-
behavioral therapy. His findings point to a growing issue in the field of clinical psychotherapy – 
the widening gap between research and practice. 
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The Empirically Supported Treatment Debate 
The pool of literature on the debate about the utility of empirically supported treatments 
is vast. Arguments for and against the movement to identify and implement empirically-
supported treatments exploded following the release of the American Psychological 
Association’s report from the Division 12 Task Force on Promotion and Dissemination of 
Psychological Procedures (1995) about what constitutes empirical support for psychotherapy, 
including an exclusive list of treatment approaches deemed empirically validated. Deegear and 
Lawson (2003) identified general topics within this debate, including: (a) the relevance of 
outcomes from randomized clinical trials to naturalistic settings; (b) the influence of managed 
healthcare and the legal system; (c) the influence of medicine and the medical model; and (d) the 
impact on psychologists-in-training.  
The relevance of outcomes from randomized clinical trials to naturalistic settings. 
Sprenkle and Blow (2003) suggested that empirically supported treatments are a valuable 
resource to the practitioner who has a client with a particular presenting problem and is searching 
for a treatment that is shown to be effective in addressing it. However, they point out that 
research on certain so-called empirically supported treatments can be misleading and often do 
not give a full account of what could be helpful in treating a particular presenting problem. Stiles 
et al. (2006) also noted that researchers and reviewers have voiced concerns about whether 
phenomena observed in efficacy studies are representative of actual practice patterns.  
Several researchers have criticized efficacy studies of psychotherapy for their lack of 
generalizability to naturalistic psychotherapy settings (e.g., Fensterheim & Raw, 1996; Goldfried 
& Wolfe, 1998; Garfield, 1998). Despite the increase in sophistication of outcome research in 
clinical psychology, its relationship to clinical practice is less clear than ever (Persons & 
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Silberschatz, 1998). Chief among the criticisms in this area is that psychotherapy clients in 
randomized clinical trials are not representative of those seen in real-world psychotherapy 
settings. 
Guthrie and Richardson (2000) discuss how the degree of confidence that change is 
attributed to a treatment depends on the homogeneity of the trial group and the consistency in the 
implementation of the treatment. They point out that to obtain these two conditions, researchers 
must ensure that (a) participants in the study must have (usually) one specific clinical condition 
and match the demographic requirements set by the experimenters and (b) therapists are highly-
qualified, adequately-trained to adhere to the set manual, and monitored regularly for treatment 
adherence. In contrast to randomized clinical trials, most psychotherapy clients who are seen in 
naturalistic settings have more than one psychiatric condition and may have multiple cultural 
identities, diverse psychosocial histories, or complex personality features. Further, practicing 
therapists generally have less training, expertise, and regular supervision than the highly-skilled 
and carefully-monitored therapists used in efficacy studies. These differences may considerably 
limit the generalizability of efficacy studies.  
 Wampold (2001) argued that specific components of empirically supported treatments are 
not the only catalysts for change and elements that are common to all types of therapies are 
likely of greater relevance. Critics of Wampold’s arguments assert that the importance of 
techniques is downplayed in his research (Assay & Lambert, 1999). 
 The influence of managed healthcare and the legal system. A rising influence from 
managed healthcare has impacted the movement to identify and utilize empirically supported 
treatments (Deegar & Lawson, 2003). In an effort to reduce costs while maximizing 
effectiveness, managed healthcare companies began relying on a symptom-focused model (i.e., a 
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method generally used for reimbursement decision-making in medical treatments) in the 
evaluation of treatments for psychiatric conditions. The result was that short-term, symptom-
focused interventions quickly became the treatments of choice and therefore warranted 
reimbursement. 
Many empirically supported treatments were developed to meet the criteria set by 
managed healthcare. Proponents of this movement argue that this was the only way 
psychotherapy could remain viable in the current healthcare system (APA Task Force, 1995). 
Critics of the response to the demands of managed healthcare companies warn that, despite best 
intentions, psychotherapy may become obsolete with its relative limited effectiveness and the 
increased availability of psycho-pharmaceutical treatments (Barlow, 1996). 
 In addition to staying viable in the managed healthcare system, it became important for 
psychologists to develop and utilize treatment guidelines as a means of legal protection in 
malpractice lawsuits. Supporters of the evidenced-based practice movement emphasize the need 
to systematically demonstrate effectiveness in order to defend psychologists’ position among 
credible healthcare providers. 
 The influence of medicine and the medical model. In the effort to establish 
psychotherapy as a viable treatment option for mental disorders, it became seemingly necessary 
to utilize the medical model to categorize mental conditions and identify their respective 
treatments. Wampold (2001) warned that this type of conceptualization of mental conditions will 
change the nature of psychotherapy and ruin its potential usefulness. Within this argument is a 
debate about the relevance and accuracy of the Diagnostic and Statistical Manual of Mental 
Disorders’ diagnostic system (see, e.g., Barlow, 1996; Barlow & Lehman, 1996; Garfield, 1998; 
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Davison, 1998; Beutler, 1998) and the scientific methods used in psychotherapy research (see, 
e.g., Greenberg & Newman, 1996; Elliott, Fischer, &Rennie, 1999; Haig, 2008). 
The impact on trainees. For some, the integration of science and practice is believed to 
be the potentially unifying force for the field of clinical and counseling psychology (Calhoun, 
Moras, Pilkonis, &Rehm, 1998). For others, the limitations of researching therapies already 
defined as empirically supported means a potential for training and licensing highly-specialized 
practitioners who are ethically-bound to alienate clients whose presenting problems are not 
within the range of commonly identified disorders (Garfield, 1998).Therapists who are trained in 
only a limited set of methods that target only a limited set of conditions may be unable to 
respond to certain types of client needs. 
American Psychological Association Task Force on Evidence-Based Practice 
 The major unintended consequence of the empirically supported treatment endeavor has 
been a widening gap between scientists and practitioners in the field of clinical and counseling 
psychology. Persons (1991) and Machado and Silva (2007) suggested that researchers should 
generate studies that more accurately reflect psychotherapy approaches as described by their 
theorists so that the gap between theory and practice may shrink. 
 In 2005, the American Psychological Association Presidential Task Force on Evidence-
Based Practice released a policy statement and report on what constitutes evidence-based 
practice in psychology (American Psychological Association, 2006). In response to the 
widespread debate about empirically supported approaches, their intention was to describe to 
psychologists and policymakers the full range of evidence that must be considered. The Task 
Force defined evidence-based practice in psychology as “the integration of the best available 
research with clinical expertise in the context of patient characteristics, culture, and preferences” 
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(p.273). This concept is notably more comprehensive and inclusive than the exclusive list of 
empirically supported treatments previously proposed. The Task Force describes multiple types 
of research designs that should be considered as contributing to evidence-based practice, 
including, for example, qualitative research, effectiveness research, and process-outcome studies. 
This policy allows for therapeutic approaches like Gestalt therapy to be studied systematically, 
so that its concepts and methodology (which are well-grounded in theory) may gain empirical 
support. In the following sections, a brief overview of contemporary Gestalt therapy theory and 
approach to treatment is presented and the limitations to establishing Gestalt therapy as an 
evidence-based practice are discussed. 
Brief Overview of Gestalt Therapy  
Gestalt therapy is a psychotherapy approach that was founded on a theory of health and 
understanding the human experience through the relationship between individuals and their 
environment. The self-regulatory process, that is, the process in which individuals meet their 
needs, is illustrated in the figure formation and destruction model, also known as the Cycle of 
Experience (COE). The COE suggests that objects of attention, called figures, are typically 
associated with particular needs and continually come into and move out of a person’s 
awareness. Individuals respond to these figures by assessing their own capabilities and the 
resources available to them in the environment. Typically, individuals will interact with the 
environment in some way in order to meet the need. Once the need is met, the figure is 
destroyed, or resolved, and the person experiences closure, meaning the need, desire, or emotion 
moves out of awareness. The destruction of the old figure allows for a new figure to come into 
awareness, thus beginning a new cycle. However, this is not a linear process – many different 
cycles can occur simultaneously and at varying degrees of importance.  
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 Beginning as early as infancy, individuals discover that it is difficult in certain situations 
to get their needs met directly. In response, individuals naturally adapt their behavior to the 
conditions of their environment. These adaptations, called creative adjustments, allow the 
individual to meet his or her needs either partially or indirectly or serve to reduce the stress 
experienced from not getting a need met at all. Creative adjustments become problematic when 
they are enacted rigidly and pervasively – that is to say, irrespective of the particular situation, 
and without awareness of the enacted behavior. These problematic creative adjustments form 
interruptions in contact between the individual and the environment, called contact boundary 
phenomena, thus prohibiting the completion of the cycle of experience. There are five generally 
agreed upon contact boundary phenomena: (a) introjection, taking in information without 
integrating it into the self (e.g., should statements); (b) retroflection, an action or a feeling once 
directed towards the environment now turned back toward oneself; (c) projection, attributing 
qualities of the self onto objects in the environment; (d) deflection, avoiding affective content; 
and (e) confluence, enmeshing the self so as to be indistinguishable from another person or 
object. 
  Symptoms (e.g., anxious symptoms) typically originate early in life when a person 
creatively adjusts in situations where it is difficult to meet his or her own needs directly. 
Individuals generalize these early creative adjustments of thought and behavior to present 
circumstances even though they do not reflect the conditions of the current environment. The 
resulting contact boundary phenomena interfere with a person’s ability to meet a variety of 
needs, thus maintaining the symptoms.  
The paradoxical theory of change (Beisser, 2004) suggests that change occurs when 
someone becomes fully what he or she actually is, not by trying to become what he or she is not. 
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This concept is crucial in the implementation of interventions in Gestalt therapy.  Guided by this 
principle, a therapist can work phenomenologically (attuning to the inner subjective experience) 
to help the client increase awareness of and contact with alienated parts of the self - as they 
presently exist - and with the changing conditions of the environment (i.e., by being with what is 
in the present moment). By utilizing a variety of experiments that expose the client to what is and 
introducing alternative ways of thinking and behaving, contact boundary phenomena are 
weakened and the client becomes aware of a wider range of responses to emerging figures, and 
thus, is likely to interact with the environment in more flexible and appropriate ways in the 
future in order to respond to needs. This process should result in a reduction of distress and an 
improvement in functioning. Other consequences of this process can include increased 
relationship satisfaction, insight and awareness, strengthened sense of self, and behavioral 
flexibility. 
Establishing Gestalt Therapy as an Evidence-based Practice 
Gestalt therapy has not been well-researched. It is a rich psychotherapeutic strategy 
because it affords elaborate therapist-client interactions. Its richness makes Gestalt therapy a 
complex construct to study. Given its complexity, researchers have attempted to specify its 
methods and control its implementation. 
For example, the empty chair technique (a therapeutic activity similar to role playing in 
which the client addresses the empty chair as if there were another person, object, or part of their 
own personality present) has been a focus in many studies on the usefulness of Gestalt therapy 
with clients with a range of presenting problems. Greenberg, Warwar, and Malcolm (2008) 
examined the effectiveness of the empty chair dialogue in treating individuals with emotional 
distress due to interpersonal conflicts with a significant other. The 46 subjects in this study were 
  12 
assigned to either individual therapy with empty chair dialogues or a psychoeducation group 
designed to treat this issue. Results suggested that therapists’ use of empty chair dialogues was 
better at improving the clients’ condition than the psychoeducation treatment was on measures of 
forgiveness, letting go, symptomology, and key target complaints.  
Greenberg and Malcolm (2002) also investigated the therapeutic outcomes of the empty 
chair experiment as an intervention aimed at resolving unfinished business with a significant 
other. In this study, 26 clients with various interpersonal difficulties and childhood maltreatment 
histories were treated using the empty chair technique. They found that clients who expressed 
unmet interpersonal needs to the significant other in the experiment and experienced a shift in 
their view of that person had marked improvement. They also found that the empty chair process 
of facilitating resolution was a better predictor of outcome than the working alliance (i.e., the 
client’s perception of therapeutic relationship) and the level of emotional arousal was different 
for those who experienced resolution and those who did not. 
Field and Horowitz (1998) studied the relationship between unresolved grief and later 
adjustment and applied the empty chair technique to the research context. They found that the 
participants’ (n=73) level of unresolved grief immediately following the empty chair experiment 
was significantly reduced and also predictive of their adjustment more than a year after the loss 
of a spouse.  
The impact of the empty chair technique was investigated in another study of 
interpersonal problems, alliance, and outcome in short-term experiential therapy (Paivio & Bahr, 
1998). Clients with unresolved issues with a significant other were treated using the empty chair 
technique and evaluated for level of symptomology, working alliance, and interpersonal 
problems. The investigators found that social/emotional avoidance was most predictive of quality 
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of the therapeutic relationship when this type of therapy intervention was used, but none of the 
interpersonal problems was related to therapy outcome.  
Johnson and Smith (1997) compared the empty chair technique to systematic 
desensitization in the treatment of specific phobia. The results suggested that the empty chair 
technique was just as effective as systematic desensitization in this treatment, providing evidence 
for the efficacy of this intervention.  
Whereas these studies have been valuable contributions to the Gestalt therapy research 
literature and demonstrate the effectiveness of an isolated Gestalt therapy technique, the results 
of these studies do not truly represent Gestalt therapy’s effectiveness, only the outcomes of a 
particular technique. Gold and Zahm (2008) suggest that studies of individual techniques taken 
out of context in Gestalt therapy would likely differ from what might actually happen in 
naturalistic therapy scenarios. 
The preponderance of literature on the value of and processes associated with Gestalt 
therapy suggests that it can effectively promote symptom relief, increase relationship 
satisfaction, evoke insight and awareness, strengthen one’s sense of self, and support behavioral 
flexibility (see, e.g., Gold & Zahm, 2008). Because of its potential to effect long-term changes in 
aspects of a person’s character that cause and maintain problematic symptoms, Gestalt-oriented 
practitioners have argued that Gestalt therapy is an effective treatment for many Axis I and Axis 
II disorders (e.g., Melnick & Nevis, 1992; Tillett, 1994).  
The implementation of Gestalt therapy in clinical trials or other outcome research would 
be difficult because it lacks an easily quantifiable method (Gold & Zahm, 2008).  Because the 
tradition of training Gestalt therapists has long been more of an oral or experiential approach, 
there has not been a substantial amount of academic writing or research in Gestalt therapy until 
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recently (Melnick, 1997). Therefore, it would be difficult to evaluate the effectiveness of the 
therapy without identified practice patterns and an established set of criteria that distinguishes 
Gestalt therapy from other approaches. This could be construed as an issue of treatment integrity 
when attempting to evaluate the effectiveness of the therapy as a whole.  
Perepletchikova, Hilt, Chereji, and Kazdin (2009) concluded that treatment adherence 
and therapist competence are the crucial components of the construct treatment integrity, 
whereas treatment adherence is defined as “the degree of utilization of the specified procedures 
and avoidance of proscribed procedures” and therapist competence is “the level of therapist’s 
skill and judgment” (p.216). In current conceptualizations of treatment integrity, standards of 
fidelity, effectiveness, longevity, and replicability are emphasized. However, the adaptations of 
evidenced-based practices – which are typically valued in a practitioner’s world – are largely 
ignored by researchers who aim to isolate the independent variable.  
In contrast to researchers who view variations in practice as signs of poor treatment 
integrity, practitioners in naturalistic settings may view variation as evidence of creativity, 
competence, sensitivity, and problem-solving. Some researchers have even advocated for 
flexible applications of treatment manuals in naturalistic settings with heterogeneous populations 
(McLean & Woody, 2001; Wade, Treat, & Stuart, 1998).  
Gestalt therapy lends itself well to the values of many practitioners because of the 
flexibility it affords. This is not to say that the methods employed by Gestalt therapists are not 
informed by deep understanding of the theoretical principles that guide practitioners about which 
interventions will be effective at any given point in the therapy. Gold and Zahm (2008) 
suggested “such theoretical understanding prevents clinicians from applying techniques or 
methods to patients randomly or indiscriminately, and assists in an individually-tailored 
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approach” (p.32). Because the Gestalt therapist flexibly employs various techniques to tailor the 
therapy to the needs of individual clients, the results of experimental outcome studies on specific 
techniques used in Gestalt therapy may have limited generalizability to real-life therapy.  
Agras and Berkowitz (1980) outlined a model for developing and evaluating promising 
treatments. This model is now often referred to as practice-based evidence (see, e.g., Margison, 
Barkham, Evans, McGrath, Mellor-Clark, Audin, et al., 2000). They indicated that the first step 
in developing evidence-based treatment guidelines is to examine the current status of the 
interventions in the full context in which they are used. In order to do so, they acknowledged the 
importance of clinical observation and basic qualitative research as a means of examining current 
practice patterns. It is indicated then, that the effects of a treatment can truly be judged when the 
treatment is implemented by practitioners rather than researchers. 
Some of the benefits of using a practice-based evidence approach include (a) reducing 
differences between research and practice in what is suggested is an effective treatment (Fox, 
2000; Barkham & Mellor-Clark, 2003), (b) the utilization of years of expertise and knowledge of 
practitioners, (c) acknowledging and explaining nuances in psychotherapy, (d) evaluating the 
integrity of practice of many forms of psychotherapy, not just manualized treatments, and (e) the 
potential for increased treatment fidelity in the field if treatment guidelines are defined by real-
life practitioners (Lucock et al., 2003). 
Integrity in Outcome Research 
How do we know if the integrity of a treatment is being upheld in its delivery? There are 
many empirically supported treatments, yet few instruments exist that evaluate the integrity of 
the implementation of these supported treatments in naturalistic settings. Strong treatment 
fidelity is necessary to make any sort of substantive statement about the effectiveness of a 
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treatment. In Guthrie and Richardson’s (2000) article about how researchers can enhance the 
clinical relevance of psychotherapy outcome research, they assert that treatment integrity is an 
essential component and must be maintained in any outcome study of psychotherapy. 
Historically, empirically supported treatments had to be manualized and proven successful in 
treating specific psychiatric disorders when adhering to the manual. Shadish, Matt, Navarro, and 
Phillips (2000) found that adherence to a manual was not related to outcome and, in some cases, 
it was detrimental to the client and the therapy. This supports the notion that treatment integrity 
must be accounted for by measures that are relevant to real-world clinical practice and not based 
solely on interventions strictly prescribed in treatment manuals. 
There have been some attempts to measure integrity in psychotherapy research. The 
Therapist Behavior Rating Scale—Competence (TBRS-C) is one measure designed to assess 
therapists’ adherence and competence in individual cognitive–behavioral therapy and 
multidimensional family therapy (Hogue et al., 2008). The Cognitive Therapy Adherence and 
Competence Scale (Barber, Liese, & Abrams, 2003) is a measure of treatment integrity that 
covers a wide array of a cognitive therapist’s activities and has established acceptable levels of 
inter-rater reliability and criterion validity. The Motivational Interviewing Treatment Integrity 
Scale focuses exclusively on therapist’s behaviors in executing motivational interviewing 
interventions and has proven to be a reliable and economical choice for documenting treatment 
integrity in clinical trials as well as monitoring therapist training (Moyers, Martin, Manuel, 
Hendrickson, & Miller, 2005). No such measure has ever been developed to evaluate treatment 
integrity among Gestalt therapists. 
Bamberly, Porcerelli, and Ablon (2007) argued that “psychotherapy is a co-created 
process, not a set of techniques ‘applied’ to a client, therefore studies of psychotherapy process 
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(the emergent moment-to-moment properties of the client-therapist interaction), are necessary to 
make informed change statements” (p.405-406). The following section describes how some 
researchers are using innovative research and statistical methods for accounting for process in 
outcome research.  
Q-methodology and the Psychotherapy Process Q-Set in Psychotherapy Outcome Research 
The issue of whether therapeutic factors common to most therapies or therapeutic 
interventions and processes unique to specific therapies are responsible for the effects of therapy 
has motivated researchers to use innovative methods to evaluate therapeutic process as it relates 
to outcome. With the hypothesis that specific treatments employ unique and diverse sets of 
techniques, processes, and interventions in an attempt to facilitate change, the Psychotherapy 
Process Q-Set (PQS) has been applied to various treatment modalities to identify the active 
ingredients of those therapies (Jones & Pulos, 1993; Ablon & Jones, 1998).   
The PQS is a 100-item measure designed to evaluate psychotherapy processes in a 
quantitative manner. Each item reflects a theory-neutral process (including therapist behaviors, 
client behaviors, interactions between therapist and client, the focus of the therapy, etc.) that 
could possibly occur in psychotherapy. Taking adherence research a step further, researchers 
have used this process measure to(a) identify the essential components of a given therapy 
approach and (b) verify that a certain therapy has actually occurred (see, e.g., Jones & Pulos, 
1993, Ablon & Jones, 1998, 2002; Ablon, Levy, & Katsenstein, 2006; Pole, Ablon, & O’Connor, 
2008). 
Jones and Pulos (1993) used the PQS to determine differences and similarities between 
psychodynamic and cognitive-behavioral therapies and to see what processes led to patient 
improvement. The researchers used data from archival records to compare the processes in brief 
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psychodynamic therapy (n=30) and cognitive-behavioral therapy (n=32). Transcripts of 186 
sessions were rated using the PQS. The results suggested that important differences existed 
between the two therapies. The cognitive-behavioral therapy factor suggested that by using 
intellect and rationality with encouragement, support, and reassurance, control over negative 
affect was the promoted objective. The psychodynamic therapy factor suggested that using the 
therapeutic relationship to build awareness of troublesome feelings and link current difficulties to 
past experiences, the evocation of affect was emphasized. When process factors were correlated 
with therapy outcomes, the results showed that therapeutic factors associated with 
psychodynamic therapy were strongly correlated with positive therapeutic outcome in both 
psychodynamic and cognitive-behavioral therapies and the therapeutic factors associated with 
cognitive-behavioral therapy were not significantly correlated with successful treatment 
outcome. They also identified that the developmental, not rationalist, intervention strategies of 
cognitive-behavioral therapy were most important for positive treatment outcome. The results of 
this study suggest that patient change in cognitive-behavioral therapy may be due to the use of 
psychodynamic strategies. 
In another study using the PQS, Ablon and Jones (1998) administered a questionnaire 
form of the PQS to expert psychodynamic therapists (N=11) and expert cognitive-behavioral 
therapists (N=10) to develop prototypes of each therapy. Each expert was asked to rank the 100 
items, along a forced distribution, from 1 to 9 according to how characteristic each item was of 
their particular type of therapy. Results were then factor analyzed to identify which of the 100 
items was most characteristic of each of the therapies. The level of agreement among experts 
from each group was high, .94 for psychodynamic and .95 for cognitive-behavioral. The analysis 
revealed two distinct factors with Eigenvalues above 1.0, which accounted for 69.3% of the 
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variation in the correlations among the raters. Tables 1 and 2 from the study by Ablon and Jones 
(1998) represent the list of 20 items with the highest factor scores for each therapy approach that 
emerged from the expert ratings.  
TABLE 1. Rank Ordering of Q-items by Factor Scores on Psychodynamic Technique 
Factor 
20 most characteristic items of ideal psychodynamic therapy 
PQS #  Item description        Factor score 
90  Patient dreams or fantasies are discussed.       1.71 
93  Therapist is neutral.         1.57 
36  Therapist points out patient's use of defensive maneuvers, e.g., undoing, denial.   1.53 
100  Therapist draws connections between the therapeutic relationship and other relationships. 1.47 
6  Therapist is sensitive to the patient's feelings, attuned to the patient; empathic.    1.46 
67  Therapist interprets warded-off or unconscious wishes, feelings, or ideas.   1.43 
18  Therapist conveys a sense of nonjudgmental acceptance.     1.38 
32  Patient achieves a new understanding or insight.       1.32 
98  The therapy relationship is a focus of discussion.      1.28 
46  Therapist communicates with patient in a clear, coherent style.    1.24 
50 Therapist draws attention to feelings regarded by the patient as unacceptable (e.g., anger, 
envy, or excitement).        1.17 
11  Sexual feelings and experiences are discussed.       1.12 
82  The patient's behavior during the hour is reformulated by the therapist in a way not  
explicitly recognized previously.        1.12 
35  Self-image is a focus of discussion.       1.11 
91  Memories or reconstructions of infancy and childhood are topics of discussion.   1.08 
92  Patient's feelings or perceptions are linked to situations or behavior of the past.   1.05 
62  Therapist identifies a recurrent theme in the patient's experience or conduct.   0.95 
3  Therapist's remarks are aimed at facilitating patient speech.     0.92 
79  Therapist comments on changes in patient’s mood or affect.    0.88 
22  Therapist focuses on patient’s feelings of guilt.      0.87  
 
TABLE 2. Rank Ordering of Q-items by Factor Scores on Cognitive-Behavioral Technique 
Factor 
20 most characteristic items of ideal cognitive-behavioral therapy 
PQS #  Item description         Factor score 
32  There is a discussion of specific activities or tasks for the patient to attempt outside  
  of session.          1.93 
30    Discussion centers on cognitive themes, i.e., about ideas or belief systems.   1.68 
4   The patient's treatment goals are discussed.        1.51 
85   Therapist encourages patient to try new ways of behaving with others.    1.49 
17   Therapist actively exerts control over the interaction (e.g., structuring, and/or introducing  
   new topics).          1.45 
45   Therapist adopts supportive stance.       1.43 
23    Dialogue has a specific focus.        1.38 
31   Therapist asks for more information or elaboration.     1.37 
69   Patient's current or recent life situation is emphasized in discussion.    1.35 
27   Therapist gives explicit advice and guidance (vs. defers even when pressed to do so). 1.32 
80   Therapist presents an experience or event in a different perspective.    1.28 
86   Therapist is confident or self-assured (vs. uncertain or defensive).    1.21 
37   Therapist behaves in a teacher-like (didactic) manner.     1.17 
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TABLE 2.  (continued) 
20 most characteristic items of ideal cognitive-behavioral therapy 
PQS #  Item description         Factor Score 
 
73   The patient is committed to the work of therapy.     1.14 
57   Therapist explains rationale behind his or her technique or approach to treatment.  1.13 
88   Patient brings up significant issues and material.     1.09 
72   Patient understands the nature of therapy and what is expected.    1.08 
95   Patient feels helped.         1.06 
28   Therapist accurately perceives the therapeutic process.     1.05 
48   The therapist encourages independence of action or opinion in the patient.   1.02 
 
These prototypes were then used to determine whether treatments conformed to the prototypes 
upon reviewing archived treatment samples. According to the results, the psychodynamic 
prototype was consistently correlated with positive treatment outcome in both psychodynamic 
and cognitive-behavioral treatments. The prototype for cognitive-behavioral therapy was not 
consistently correlated with positive treatment outcome in either psychodynamic or cognitive-
behavioral therapy, a finding that was consistent with earlier studies.  
 Ablon and Jones (2002) extended a series of studies conducted using the PQS to examine 
the validity of controlled clinical trials of psychotherapy. In this study, a method similar to 
previous studies using expert raters and the PQS to determine psychotherapy prototypes was 
used to compare cognitive-behavioral therapy to interpersonal therapy. Expert therapists from 
each orientation (10 cognitive-behavioral therapists; 11 interpersonal therapists) were 
administered a questionnaire form of the PQS. Each expert was asked to rank the 100 items 
along a forced distribution from 1 to 9 according to how characteristic each item was of their 
respective type of therapy. Results were factor analyzed to identify which of the 100 items was 
most characteristic of each of the therapies. The level of agreement among experts from each 
group was high, .96 for interpersonal and .95 for cognitive-behavioral. The analysis revealed two 
distinct factors with Eigenvalues above 1.0, which accounted for 70.9% of the variation in the 
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correlations among the raters. Results for the 20 most characteristic processes of cognitive-
behavioral therapy were the same as those from Ablon and Jones (1998) (see Table 2 in this 
dissertation). Table 3 represents the list of 20 items with the highest factor scores for 
interpersonal therapy that emerged from the expert ratings in Ablon and Jones (2002).  
TABLE 3. Rank Ordering of Q-items by Factor Scores on Interpersonal Technique Factor 
20 most characteristic items of ideal interpersonal therapy 
PQS #  Item description         Factor score 
63  Patient's interpersonal relationships are a major theme.     2.22 
81  Therapist emphasizes patient's feelings in order to help him or her experience them more  
deeply.           1.65 
33  Patient talks of feelings about being close to or needing someone.   1.62 
64  Love or romantic relationships are a topic of discussion.     1.58 
57  Therapist explains rationale behind his or her technique or approach to treatment.  1.55 
23  Dialogue has a specific focus.        1.39 
75  Interruptions or breaks in the treatment, or termination of therapy, are discussed.  1.32 
66  Therapist is directly reassuring.        1.29 
2  Therapist draws attention to patient's nonverbal behavior, e.g., body posture, gestures.  1.27 
40  Therapist makes interpretations referring to actual people in patient's life.   1.25 
16  There is discussion of body functions, physical symptoms, or health.    1.20 
3   Therapist's remarks are aimed at facilitating patient speech.    1.19 
65  Therapist clarifies, restates, or rephrases patient's communication.    1.15 
79  Therapist comments on changes in patient's mood or affect.     1.13 
4  The patient's treatment goals are discussed.       1.10 
69  Patient's current or recent life situation is emphasized in discussion.    1.09 
45  Therapist adopts supportive stance.       1.09 
26  Patient experiences discomforting or troublesome (painful) affect.    1.05 
96  There is discussion of scheduling of hours, or fees.     0.94 
28  Therapist accurately perceives the therapeutic process.     0.91 
 
The prototypes generated in this study were applied to actual therapy sessions conducted 
in the National Institute of Mental Health Treatment of Depression Collaborative Research 
Program to evaluate the extent to which each type of therapy conformed to its respective 
prototype. Results suggested that, in both types of therapy, adherence to the cognitive-behavioral 
therapy prototype was stronger. Further, adherence to the cognitive-behavioral prototype was 
correlated with positive treatment outcomes in both types of therapy.  
 The results of all three of the studies summarized so far suggest that “relying on brand 
names of therapy can be misleading” (Ablon & Jones, 2002, p. 775.) The authors argue that 
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therapies tested in controlled clinical trials likely do not actually represent separate and distinct 
treatments and that research methods linking therapeutic processes to outcomes may provide 
crucial information about the validity of these studies.  
 As the appropriateness of randomized clinical trials remains in question, accounting for 
process in interpreting outcomes of therapies is a growing trend in the field of clinical and 
counseling psychology. The PQS has been applied in the evaluation of psychodynamic therapy 
for panic disorder in naturalistic settings (Ablon, Levy, & Katzenstein, 2006), in the 
development of a process measure for adolescent psychotherapies (Bamberly, Porcerelli, & 
Ablon, 2007), and in creating a prototype for control mastery therapy that can be used in 
outcome research on this therapy (Pole, Ablon, & O’Conner, 2008). Researchers have not yet 
attempted to develop a prototype for Gestalt therapy using the PQS.  
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STATEMENT OF THE PROBLEM 
 
There are many reasons why Gestalt therapy has not been rigorously researched and thus 
established as an evidence-based practice, several of which have already been cited in this 
dissertation. As endeavors to study the effectiveness of Gestalt therapy commence, efforts must 
be made to identify a set of criteria and definitions that encapsulates the essence of Gestalt 
therapy as it is currently practiced. Because Gestalt therapy as a whole, what Gold and Zahm 
(2008) referred to as reflecting an “artful application of method informed by theory,” does not 
lend itself easily to quantitative research methods or treatment manuals, it is difficult to 
determine if one Gestalt therapy practitioner’s adherence to the theory in his or her method is 
different from another. Nevertheless, efforts need to be made to distinguish this therapy from 
other approaches if Gestalt therapy is going to survive the evidenced-based practice movement.  
In order for researchers to make a valid claim about the effectiveness of a therapy 
approach, they must be able to demonstrate that standard practices in the therapy were adhered to 
and the therapist was competent in the delivery of the treatment under investigation. Practice 
patterns of Gestalt therapists in naturalistic settings have only begun to be identified and 
documented in the psychotherapy literature (see, e.g., Feder & Frew, 2006). The identification of 
practice patterns as they currently exist is the first step in establishing a set of criteria for 
evaluating integrity in Gestalt therapy research. Once practice patterns have been identified, a 
measure that accounts for treatment integrity in Gestalt therapy can be developed so that valid 
and substantive claims about the effectiveness of Gestalt therapy can be made.   
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PURPOSE OF THE STUDY 
 
The purpose of this study was to determine what psychotherapy processes are essential in 
Gestalt therapy. The identification of the processes that are unique to the Gestalt therapy 
approach will inform researchers about which components or processes are required for the 
effective use of Gestalt therapy. With this information, researchers may begin to develop 
instruments to assess, in a quantitative manner, adherence to the Gestalt therapy approach in 
outcome research on this therapy.  
Hypotheses 
Using the Psychotherapy Process Q-set (PQS; Jones,2000), a 100-item Q-
set/questionnaire that provides a standard language for describing psychotherapy processes, the 
level of agreement among expert Gestalt clinicians about what items are most and least 
characteristic of Gestalt therapy was determined. The hypothesis was that ratings between 
Gestalt therapy experts would evidence high levels of internal consistency (α≥ .80) and that one 
distinct factor (Eigenvalue ≥1.0) representing Gestalt therapy would be produced in the analysis. 
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METHOD 
Participants 
A proposal was made to the Institutional Review Board of the researcher’s academic 
institution and approval was granted prior to beginning the process of recruiting participants. 
Gestalt therapists comprised the sample in this study. Participants were recruited through email 
in two ways: a) a general email was sent through the email listserve of the Association for the 
Advancement of Gestalt Therapy and b) individual emails were sent to directors and faculty of 
Gestalt therapy training institutes throughout the United States. 
To model Ablon and Jones’(1998, 2002) previous investigations, which included 11 
psychodynamic therapists, 10 cognitive-behavioral therapists, and 11 interpersonal therapists, 10 
Gestalt therapists were recruited for participation in the present study. Of the 10 participants that 
partook in the study, only 8 produced valid and interpretable data (1 participant did not meet full 
eligibility requirements and 1 participant did not complete the study task). 
 The 8 participants included in the current study included both adult men (n=4) and 
women (n=4) with postgraduate degrees in mental health (i.e., 4 had a Ph.D. or Psy.D. in clinical 
or counseling psychology, 3 had a Master’s degree in clinical or counseling psychology, and 1 
had a Master’s degree in clinical social work). All identified as practicing from a Gestalt therapy 
perspective (i.e., did not identify as integrationists or eclectic therapists). All participants had 
completed at least 10 years of study and practice of Gestalt therapy and all of the participants had 
completed post-graduate training in the Gestalt therapy orientation. The sample only included 
participants who currently live and practice Gestalt therapy in the United States. Each participant 
had at some point in their careers been responsible for training or supervising other Gestalt 
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therapists. The participants had each attended a regional, national, or international training or 
conference about Gestalt therapy during the last three years. These eligibility criteria were 
modeled after Ablon and Jones’ (1998, 2002) previous studies. 
Instruments 
The Psychotherapy Process Q-Set (PQS) is a 100-item measure designed to evaluate 
psychotherapy processes in a quantitative manner. Each item reflects a theory-neutral therapeutic 
process (including therapist behaviors, client behaviors, interactions between therapist and client, 
the focus of the therapy, etc.) that could possibly occur in psychotherapy.  
The PQS has evidenced satisfactory reliability in several studies. Acceptable inter-rater 
reliability has been demonstrated with coefficient alpha levels from .83 to .89 (Levy & Ablon, 
2009). Validity supporting its discriminant and predictive power has also been demonstrated in 
numerous studies. For example, using the PQS to evaluate and compare psychotherapy 
processes, Jones and Pulos (1993) demonstrated that cognitive-behavioral therapy and 
psychodynamic therapy, while both effective, utilize very different interventions. The PQS’s 
predictive qualities were demonstrated in Albon and Jones’s (2002) research with the National 
Institute of Mental Health, during which they found that positive outcomes of psychotherapy 
were related to specific processes reflected in the PQS.   
Organization and Analysis of Data 
The 100 items from the PQS are typically presented on individual cards (although a 
survey/questionnaire format can be used) and raters are instructed to sort the items in a forced 
distribution along a 9-point scale (i.e., a set number of items is designated for each point on the 
scale) from most characteristic to least characteristic of a particular therapy. The card-sorting 
method of administering the PQS was used in this study. However, instead of using paper cards, 
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a computer application, called FlashQ (Hackert & Braehler, 2007) was used to create electronic 
cards that can be sorted along a scale using a click-drag-drop method. 
Once all data was collected, a Q-method factor analysis was performed using Q-Method 
software (Schmolck, 2002). In this analysis, the level of agreement between q-sorts from the 
Gestalt therapist raters and the factor scores for each item loaded on the Gestalt therapy factor 
was of interest.  
A list of rank-ordered PQS items that Gestalt therapists were most in agreement about 
characterizing Gestalt therapy was compiled to form a Gestalt therapy prototype. In order to 
determine which processes are distinctly characteristic of Gestalt therapy, the 20 items ranked 
highest by factor score in the prototype of Gestalt therapy was compared to the lists of most 
characteristic items from the prototypes that have been developed using the PQS for cognitive-
behavioral, psychodynamic, and interpersonal therapies.  
Procedures 
Once 10 eligible participants consented to participate in the study, each participant was 
mailed an offline version of FlashQ containing the PQS items recorded on a compact disc and a 
self-addressed, stamped envelope for returning their signed consent form and printed results. In 
addition to the informed consent document, which stated that the expected duration for 
completion of the research tasks was between one and two hours and that there will be no 
additional costs for the participant, the participants were given instructions for how to operate the 
FlashQ application on their computers. The participants were presented with instructions for how 
to sort the PQS items – based on how characteristic or uncharacteristic each item is of ideally 
conducted Gestalt therapy, not based on the therapist’s work with any particular client.  
  28 
The PQS items were presented one at a time. Participants were first asked to sort the 100 
items into three “piles” or columns: (a) uncharacteristic of ideally conducted Gestalt therapy, (b) 
characteristic of ideally conducted Gestalt therapy, and (c) neutral (neither characteristic nor 
uncharacteristic). They were then instructed to sort each of the three piles into three more piles 
(total of 9 piles) in a forced distribution along a 9-point scale from most characteristic (+4) of 
Gestalt therapy to not at all characteristic (-4) of Gestalt therapy. The developers of the Q-
methodology suggested that this two-step sorting process is helpful (i.e., less confusing and 
easier to organize) when sorters are handling more than 50 items (Stephenson, 1953). 
Following the completion of the sort, participants were presented with a brief 
questionnaire. Participants were asked the following open-ended questions: (a) “Why did you 
choose each of the 5 items you ranked as most characteristic of Gestalt therapy?” (each of the 
five items were presented again); (b) “Why did you choose each of the 5 items you ranked as 
least characteristic of Gestalt therapy?” (these five items were presented again); (c) “What, if 
any, therapeutic processes were not included among the 100 items that are essential for the 
effective use of Gestalt therapy?”. The task concluded with a brief background questionnaire in 
order to collect the following information:(a) the participant’s level of education (i.e., the highest 
degree she or he holds in a mental health field); (b) how long the participant has studied (in an 
academic or training institution) Gestalt therapy; (c) whether the participant currently practices 
Gestalt therapy; (d) whether the participant has attended a conference or training specifically 
concerning contemporary Gestalt therapy during the last 3 years; (e) whether he or she practices 
exclusively from a Gestalt therapy perspective (i.e., does not identify as an integrative or eclectic 
therapist); and (f) whether he or she has ever trained or supervised other clinicians in Gestalt 
therapy. 
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RESULTS 
 The level of agreement within the group of Gestalt therapy expert raters was high, as 
evidenced by a coefficient alpha reliability score of .90. A Gestalt therapy prototype was created 
using Q-methodology, a statistical method for evaluating subjectivity, including the viewpoints, 
opinions, beliefs, or attitudes of a group of people (Brown, 1993). This approach to studying 
points of view is useful in that researchers are able to gain insight into the similarities and 
differences between participants in a discourse. The expert Gestalt therapists in this study ranked 
the 100 items of the PQS to represent his or her opinion of what processes represent ideally 
conducted Gestalt therapy. The correlation between the experts’ Q-sorts indicates the similarity 
of opinion between raters. A prototype of viewpoints or opinions emerges through factor analysis 
of the experts’ ratings. The resulting factor scores are associated with each statement. These 
factor scores represent the normalized weighted average statement scores, or z-scores, of ratings 
that contributed to the definition of a factor. The factor scores are used to form a composite Q-
sort, or a distribution of statements that would represent how a hypothetical rater would have 
ordered the statements had that that person’s ratings loaded perfectly on a defined factor. 
Typically, the characterizing statements (i.e., the statements ranked on both ends of the 
composite Q-sort of a factor) are used to produce a composite representation of the factor 
(typically factor scores ≥ and ≤ .90).  
 Consistent with statistical methods used in similar previously conducted research, expert 
raters’ q-sorts were subjected to a principal components factor analysis. The factor analysis 
yielded one factor with an Eigenvalue above 1.0, which explained 65% of the variation in the 
correlation among the 8 expert Gestalt therapists. All 8 therapists had primary loadings on the 
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single identified factor (i.e., the Gestalt therapy factor), with factor loadings between .62 and .90. 
These results provide evidence that a significant relationship was present between each of the 
ratings from expert Gestalt therapists. It also confirms that Gestalt therapists have a distinct 
conceptualization or point of view of ideal therapy process.   
The PQS items with the highest factor scores represent the most characterizing statements 
of the Gestalt therapy factor and are represented in Table 4. The PQS items with the lowest 
factor scores represent the least characterizing statements of the Gestalt therapy factor and are 
represented in Table 5. Although only the 20 most and least characterizing statements were 
depicted in the results section, the entire factor array of the 100 items of the PSQ comprises the 
prototype. 
TABLE 4. Rank Ordering of Q-items by Highest Factor Scores on Gestalt Therapy Factor 
 
20 most characteristic items of ideal Gestalt therapy 
PQS #  Item description         Factor score 
2  Therapist draws attention to patient's nonverbal behavior, e.g., body posture, gestures. 2.06 
18   Therapist conveys a sense of nonjudgmental acceptance.     1.99 
6   Therapist is sensitive to the patient's feelings, attuned to the patient; empathic.  1.92 
62  Therapist identifies a recurrent theme in the patient's experience or conduct.  1.71 
79   Therapist comments on changes in patient's mood or affect.    1.69 
98   The therapy relationship is a focus of discussion.     1.68 
50   Therapist draws attention to feelings regarded by the patient as unacceptable (e.g., anger,  
   envy, or excitement).        1.66 
46   Therapist communicates with patient in a clear, coherent style.    1.51 
100   Therapist draws connections between the therapeutic relationship and other relationships. 1.51 
28   Therapist accurately perceives the therapeutic process.    1.34 
69   Patient's current or recent life situation is emphasized in discussion.   1.34 
92   Patient's feelings or perceptions are linked to situations or behavior of the past.  1.24 
81   Therapist emphasizes patient's feelings in order to help him or her experience them more  
   deeply.          1.21 
80   Therapist presents an experience or event in a different perspective.   1.20 
23   Dialogue has a specific focus.       1.07 
63   Patient's interpersonal relationships are a major theme.    1.05 
45   Therapist adopts supportive stance.       0.98 
85   Therapist encourages patient to try new ways of behaving with others.   0.96 
65   Therapist clarifies, restates, or rephrases patient's communication.   0.95 
90   Patient dreams or fantasies are discussed.      0.92 
32   Patient achieves a new understanding or insight.     0.87 
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TABLE 5. Rank Ordering of Q-items by Lowest Factor Scores on Gestalt Therapy Factor 
20 least characteristic items of ideal Gestalt therapy 
PQS #  Item description         Factor score 
9  The therapist is distant, aloof.       -2.29 
77  Therapist is tactless.        -1.91 
37  Therapist behaves in a teacher-like (didactic) manner.     -1.87 
17  Therapist actively exerts control over the interaction.     -1.85 
51  Therapist condescends to or patronizes the patient.      -1.83 
39  There is a competitive quality to the relationship.     -1.82 
19  There is an erotic quality to the therapy relationship.     -1.66 
52  Patient relies upon therapist to solve his/her problems.    -1.51 
5  Patient has difficulty understanding the therapist's comments.    -1.46 
89  Therapist acts to strengthen defenses.      -1.29 
24  Therapist's own emotional conflicts intrude into the relationship.   -1.23 
43  Therapist suggests the meaning of others' behavior.     -1.20 
14  Patient does not feel understood by therapist.     -1.19 
15  Patient does not initiate topics; is passive.      -1.14 
42  Patient rejects (vs. accepts) therapist’s comments and observations.   -1.08 
99  Therapist challenges the patient's view.      -1.00 
66  Therapist is directly reassuring.       -0.94 
67  Therapist interprets warded-off or unconscious wishes, feelings, or ideas.  -0.90 
87  Patient is controlling.        -0.88 
93  Therapist is neutral.        -0.83 
 
Most Characteristic Processes of Ideal Gestalt Therapy 
 According to the expert Gestalt therapists’ rankings of the 100 PQS items, a Gestalt 
therapist should convey a sense of nonjudgmental acceptance (Q 18),be sensitive, and attuned to 
feelings of patients (Q 6), and adopt a supportive stance (Q 45). The therapist should 
communicate in a clear, coherent style (Q 46) and accurately perceive the therapy process (Q 
28). A Gestalt therapist in ideally conducted therapy should draw attention to nonverbal behavior 
(Q 2), identify recurrent themes in experience or conduct (Q 62), comment on changes in mood 
or affect (Q 79), and draw attention to feelings regarded as unacceptable to the patient (Q 50). In 
ideal Gestalt therapy, the therapy relationship is a focus (Q 98) and the therapist draws 
connections between the therapy relationship and other relationships (Q 100), as interpersonal 
relationships are often a major theme (Q 63). Current experiences of the patient are emphasized 
(Q 69) in Gestalt therapy, while feelings or perceptions of the patient are often linked to the past 
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(Q 92). Therapist interventions can also include: (a) emphasizing feelings (Q 81), (b) presenting 
an experience or event in a different perspective (Q 80), (c) introducing new ways of behaving 
(Q 85), (d) restating, rephrasing, or clarifying communication (Q 65), and (e) discussing dreams 
or fantasies (Q 90). According to the ratings of the PQS items, the dialogue in Gestalt therapy 
should also have a specific focus (Q 23).  
Least Characteristic Processes of Ideal Gestalt Therapy 
 According to the ratings of the 100 PQS items by expert Gestalt therapists, in ideally 
conducted Gestalt therapy a therapist should not be distant, aloof (Q 9) or tactless (Q 77). A 
Gestalt therapist generally should not behave in a teacher-like manner (Q 37), exert control over 
the interaction (Q 17), or patronize the patient (Q 51). The Gestalt therapy relationship should 
not have a competitive (Q 39) or erotic (Q 19) quality. The patient in Gestalt therapy should not 
have difficulty understanding the therapist’s comments (Q 5), nor should he or she feel 
misunderstood by the therapist (Q 14). The patient in Gestalt therapy should typically not be 
passive (Q 15), looking to the therapist to solve his or her problems (Q 52), nor controlling (Q 
87), rejecting the therapist’s comments (Q 42) in therapy. A Gestalt therapist does not strengthen 
defenses (Q 89), suggest the meaning of other’s behavior (Q 43), challenge the patient’s point of 
view (Q 99), interpret unconscious activity (Q 67), or regularly provide direct reassurance (Q  
66). 
Gestalt Therapy Compared to Psychodynamic, Interpersonal, and Cognitive-Behavioral 
Therapies 
The rank ordering of Q-set items by factor score resulted in a prototype of processes that 
occur in Gestalt therapy. In order to determine differences between the Gestalt therapy approach 
and other therapies, the 20 items that have the highest factor scores in the Gestalt therapy 
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prototype were compared to the most characteristic items listed in Ablon and Jones’ (1998, 
2002) prototypes of psychodynamic, interpersonal, and cognitive-behavioral therapies.   
Fifty percent of the items from the Gestalt therapy most characteristic list overlapped 
with the psychodynamic therapy list. When the lists from the prototypes of the two therapies 
were compared, the two therapies shared 10 items from their respective lists. In Table 6, 
differences and similarities between the prototypes of the Gestalt therapy and psychodynamic 
therapy are represented. Forty five percent of the items from the Gestalt therapy list overlapped 
with the interpersonal therapy list. When the lists from the prototypes of the two therapies were 
compared, the two therapies shared 9 items from their respective lists.  
TABLE 6. Comparison between Highest Ranked Q-items by Factor Scores of Gestalt 
Therapy Technique Factor and Psychodynamic Therapy Technique Factor* 
Differences between Gestalt therapy and psychodynamic therapy 
Gestalt therapy     Psychodynamic therapy 
Q 2; Therapist draws attention to patient's nonverbal 
behavior, e.g., body posture, gestures. 
Q 23; Dialogue has a specific focus. 
Q 28;Therapist accurately perceives the therapeutic  
 process.  
Q 45; Therapist adopts supportive stance. 
Q 63; Patient's interpersonal relationships are a 
major theme. 
Q 65; Therapist clarifies, restates, or rephrases  
 patient's communication. 
Q 69; Patient's current or recent life situation is  
 emphasized in discussion. 
Q 80; Therapist presents an experience or event in a  
 different perspective.  
Q 81; Therapist emphasizes patient's feelings in 
order to help him or her experience them 
more deeply.  
Q 85; Therapist encourages patient to try new ways 
of behaving with others. 
Q 3; Therapist’s remarks are aimed at facilitating 
patient speech. 
Q 11; Sexual feelings and experiences are 
discussed. 
Q 22; Therapist focuses on patient's feelings of 
guilt. 
Q 32; Patient achieves a new understanding or 
insight. 
Q 35; Self-image is a focus of discussion. 
Q 36; Therapist points out patient's use of 
defensive maneuvers, e.g., undoing, 
denial. 
Q 67; Therapist interprets warded-off or 
unconscious wishes, feelings, or ideas. 
Q 82; The patient's behavior during the hour is 
reformulated by the therapist in a way not 
explicitly recognized previously. 
Q 91; Memories or reconstructions of infancy and 
childhood are topics of discussion. 
Q 93; Therapist is neutral. 
 
Items ranked as Most Characteristic on both Gestalt and Psychodynamic Therapy 
Q 6;  Therapist is sensitive to the patient's feelings, attuned to the patient; empathic. 
Q 18; Therapist conveys a sense of nonjudgmental acceptance. 
Q 46; Therapist communicates with patient in a clear, coherent style.  
Q 50; Therapist draws attention to feelings regarded by the patient as unacceptable (e.g., anger, envy, or 
excitement). 
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TABLE 6.  (continued) 
Items ranked as most characteristic of both Gestalt and psychodynamic therapy 
Q 62; Therapist identifies a recurrent theme in the patient's experience or conduct.  
Q 79; Therapist comments on changes in patient's mood or affect. 
Q 90;Patient dreams or fantasies are discussed. 
Q 92;Patient's feelings or perceptions are linked to situations or behavior of the past.   
Q 98; The therapy relationship is a focus of discussion.  
Q 100; Therapist draws connections between the therapeutic relationship and other relationships. 
*Items ranked in ascending order by item number, not by factor score on either prototype. 
 
In Table 7, differences and similarities between the prototypes of Gestalt therapy and 
interpersonal therapy are represented. Thirty percent of the items from the Gestalt therapy list 
overlapped with the cognitive-behavioral therapy list. When the lists from the prototypes of the 
two therapies were compared, the two therapies shared 6 items from their respective lists.  
TABLE 7. Comparison between Highest Ranked Q-items by Factor Scores of Gestalt 
Therapy Technique Factor and Interpersonal Therapy Technique Factor* 
Differences between Gestalt therapy and interpersonal therapy  
Gestalt therapy     Interpersonal therapy 
Q 6; Therapist is sensitive to the patient's feelings, 
attuned to the patient; empathic. 
Q 18; Therapist conveys a sense of nonjudgmental 
acceptance.  
Q 46; Therapist communicates with patient in a 
clear, coherent style. 
Q 50; Therapist draws attention to feelings regarded 
by the patient as unacceptable. 
Q 62; Therapist identifies a recurrent theme in the 
patient's experience or conduct. 
Q 80; Therapist presents an experience or event in a  
 different perspective.  
Q 85; Therapist encourages patient to try new ways 
of behaving with others. 
Q 90; Patient dreams or fantasies are discussed. 
Q 92; Patient's feelings or perceptions are linked to 
situations or behavior of the past. 
Q 98; The therapy relationship is a focus of  
 discussion.  
Q 100; Therapist draws connections between the 
therapeutic relationship and other 
relationships. 
Q 3; Therapist's remarks are aimed at facilitating 
patient speech. 
Q 4; The patient's treatment goals are discussed. 
Q 16; There is discussion of body functions, physical 
symptoms, or health. 
Q 26; Patient experiences discomforting or 
troublesome (painful) affect. 
Q 33; Patient talks of feelings about being close to or 
needing someone. 
Q 40; Therapist makes interpretations referring to 
actual people in patient's life. 
Q 57; Therapist explains rationale behind his or her 
technique or approach to treatment. 
Q 64; Love or romantic relationships are a topic of 
discussion. 
Q 66; Therapist is directly reassuring. 
Q 75; Interruptions or breaks in the treatment, or 
termination of therapy, are discussed. 
Q 96; There is discussion of scheduling of hours, or 
fees. 
Items ranked as Most Characteristic on both Gestalt and Interpersonal Therapy 
Q 2; Therapist draws attention to patient's nonverbal behavior, e.g., body posture, gestures.  
Q 23; Dialogue has a specific focus. 
Q 28; Therapist accurately perceives the therapeutic process. 
Q 45; Therapist adopts supportive stance. 
Q 63; Patient's interpersonal relationships are a major theme. 
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TABLE 7.  (continued) 
Items ranked as most characteristic of both Gestalt and interpersonal therapy 
Q 65; Therapist clarifies, restates, or rephrases patient's communication. 
Q 69; Patient's current or recent life situation is emphasized in discussion.  
Q 79; Therapist comments on changes in patient's mood or affect. 
Q 81; Therapist emphasizes patient's feelings in order to help him or her experience them more deeply. 
*Items ranked in ascending order by item number, not by factor score on either prototype. 
 
In Table 8, differences and similarities between the prototypes of Gestalt therapy and 
cognitive-behavioral therapy are represented. No single item on the list of Gestalt therapy’s 20 
most characteristic processes was unique when compared to all three of the other therapies (i.e., 
every item on the Gestalt therapy list appeared on at least one of the lists for the other three 
therapies). 
TABLE 8. Comparison between Highest Ranked Q-items by Factor Scores of Gestalt 
Therapy Technique Factor and Cognitive-Behavioral Therapy Technique Factor* 
Differences between Gestalt therapy and cognitive-behavioral therapy 
Gestalt therapy     Cognitive-behavioral therapy 
Q 2; Therapist draws attention to patient's nonverbal 
behavior, e.g., body posture, gestures. 
Q 6; Therapist is sensitive to the patient's feelings, 
attuned to the patient; empathic. 
Q 18; Therapist conveys a sense of nonjudgmental 
acceptance. 
Q 46; Therapist communicates with patient in a 
clear, coherent style. 
Q 50; Therapist draws attention to feelings regarded 
by the patient as unacceptable. 
Q 62; Therapist identifies a recurrent theme in the 
patient's experience or conduct. 
Q 63; Patient's interpersonal relationships are a 
major theme. 
Q 65; Therapist clarifies, restates, or rephrases 
patient's communication. 
Q 79; Therapist comments on changes in patient's 
mood or affect. 
Q 81; Therapist emphasizes patient's feelings in 
order to help him or her experience them 
more deeply. 
Q 90; Patient dreams or fantasies are discussed. 
Q 92; Patient's feelings or perceptions are linked to  
 situations or behavior of the past.  
Q 98; The therapy relationship is a focus of 
discussion.  
Q 100; Therapist draws connections between the 
therapeutic relationship and other 
relationships. 
 
Q 4; The patient's treatment goals are discussed. 
Q 17; Therapist actively exerts control over the 
interaction (e.g., structuring, and/or 
introducing new topics). 
Q 27; Therapist gives explicit advice and guidance. 
Q 30; Discussion centers on cognitive themes, i.e., 
about ideas or belief systems. 
Q 31; Therapist asks for more information or 
elaboration. 
Q 32; Patient achieves a new understanding or 
insight. 
 Q 37; Therapist behaves in a teacher-like (didactic) 
manner. 
Q 48; The therapist encourages independence of 
action or opinion in the patient. 
Q 57; Therapist explains rationale behind his or her 
technique or approach to treatment. 
Q 72; Patient understands the nature of therapy and 
what is expected. 
Q 73; The patient is committed to the work of 
therapy. 
Q 86; Therapist is confident or self-assured (vs. 
uncertain or defensive). 
Q 88; Patient brings up significant issues and 
material. 
 Q 95; Patient feels helped. 
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TABLE 8.  (continued) 
 
Items ranked as most characteristic of both Gestalt therapy and cognitive-behavioral therapy 
Q 23; Dialogue has a specific focus. 
Q 28; Therapist accurately perceives the therapeutic process. 
Q 45; Therapist adopts supportive stance. 
Q 69; Patient's current or recent life situation is emphasized in discussion. 
Q 80; Therapist presents an experience or event in a different perspective. 
Q 85; Therapist encourages patient to try new ways of behaving with others. 
*Items ranked in ascending order by item number, not by factor score on either prototype. 
 
Further examination of the prototypes reveals that some items ranked as least, or not at 
all, characteristic of Gestalt therapy appear in the lists of most characteristic items of 
psychodynamic, interpersonal, and cognitive-behavioral therapy. Item 67 (Therapist interprets 
warded-off or unconscious wishes, feelings, or ideas) and item 93 (Therapist is neutral) were 
listed as most characteristic of psychodynamic therapy in the Ablon and Jones (1998) study. 
These same items were listed as least characteristic of Gestalt therapy in the prototype generated 
in the current study. Similarly, item 37 (Therapist behaves in a teacher-like (didactic) manner) is 
listed as one of the most characteristic items of cognitive-behavioral therapy in Ablon and Jones’ 
(1998) study and one of the least characteristic items of Gestalt therapy. Finally, item 66 
(Therapist is directly reassuring) is listed as one of the most characteristic items of interpersonal 
therapy in Ablon and Jones’ (2002) study and one of the least characteristic items of Gestalt 
therapy. The differences in rank order of these particular items indicate the most significant 
differences when comparing Gestalt therapy to psychodynamic, cognitive-behavioral, and 
interpersonal therapy.  
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DISCUSSION 
 
Important Findings in the Current Research 
A notable finding in this study was that Gestalt therapists reached consensus about what 
processes comprise a prototype of ideally conducted Gestalt therapy. The Gestalt therapy 
prototype introduced in this study has good psychometric properties and offers a sufficient 
foundation for future investigations of the processes associated with Gestalt therapy. Further, this 
preliminary investigation revealed that the processes identified as most characteristic of ideally 
conducted Gestalt therapy were distinct from those processes ranked as most characteristic of 
psychodynamic, interpersonal, and cognitive-behavioral psychotherapy.  
The critical differences between therapy prototypes do not suggest superiority or 
inferiority, but rather the important distinctions in therapeutic process that exist between 
psychotherapies. Comparing the processes that occur during a course of ideally conducted 
psychotherapy goes beyond evaluating and comparing sets of interventions or a prescribed 
methodology. The prototypes represent a meaningful picture of therapist-client interaction within 
each orientation. 
For instance, when comparing Gestalt therapy to psychodynamic therapy, Gestalt 
therapists tend to take an active and supportive stance while emphasizing awareness of the 
present experience and introducing (as experiments) new ways of feeling, thinking, expressing, 
or relating whereas psychodynamic therapists tend to adopt a neutral stance while focusing on 
past experiences and utilizing interpretations of the unconscious or defenses as a primary mode 
of facilitating change. The prototypes suggest that both Gestalt and psychodynamic therapists 
attune to feelings and attend to the therapeutic relationship. 
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Both of the prototypes of Gestalt therapy and interpersonal therapy suggest a focus on 
relationships. However, an important difference in emphasis appears to exist between the two 
approaches. Gestalt therapists tend to use the here-and-now experience and the therapeutic 
relationship to increase clients’ awareness and interpersonal therapists tend to work toward the 
goal of changing interpersonal behaviors by using interpretation and skill-building interventions.  
Many differences exist between Gestalt therapy and cognitive-behavioral therapy, as 
suggested by this research. In cognitive-behavioral therapy, the therapist directs, structures, and 
controls the session, behaving in a teacher-like manner whereas the Gestalt therapist, in general, 
does not behave this way. In Gestalt therapy, the therapist attunes to the feelings of the client and 
how they are expressed in session whereas, in cognitive-behavioral therapy, the therapist 
addresses and actively attempts to change thoughts and behaviors of the client – and views a 
change in emotion or mood as a consequence of change in thought or behavior. 
Again, these differences do not suggest superiority. As many researchers and theorists 
have suggested, different therapies work better with different clients. Variations in cultural 
identities, presenting problems, and context have important implications for the effectiveness of 
a particular psychotherapy. Perhaps, more can be learned from the use of process prototypes and 
their interaction with therapy outcomes. This concept has important consequences for the fate of 
Gestalt therapy.   
Limitations of the Current Research 
The factor generated by this research termed “Gestalt therapy” was generated from a data set 
without an external criterion to establish whether the factor does in fact represent Gestalt therapy 
in the way in which it is commonly applied. In order to establish external validity of these 
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results, the Gestalt prototype would need to be correlated with some established criterion for 
what processes constitute ideally conducted Gestalt therapy.  
 Another limitation was found when comparing the Gestalt therapy prototype to each of the 
other therapy prototypes from previous research. Without the complete factor arrays (i.e., the 
factor scores of all 100 items of the PQS) of the prototypes of each of the other therapies, the 
similarities and differences between the therapies’ prototypes could not be completely analyzed. 
With this data, Q-methodology or other correlation analysis could be used to determine the exact 
relationships between the factors/prototypes of these therapies.   
Finally, it is possible that the sample size of this study limits the generalizability of the 
results.  Stephenson (1953) suggests that when applying Q-methodology, it is not the size of the 
sample that matters most but the quality of the sample. Stephenson explains that diversity of 
opinions in the discourse is most important, not the number of raters. That is, the investigators 
should ensure that the raters represent a variety of viewpoints on the matter-at-hand and even 
very few raters can yield valid results. The methods used to construct a sample in this study were 
modeled after those used in earlier studies with similar research questions. Although the sample 
was comprised of a group of ‘expert’ Gestalt therapists who practice in various regions of the 
United States, more attention could have been paid to constructing a sample that purposely 
represented the various schools of thought in the field of Gestalt therapy (e.g., national or 
international recruitment of experts from each of the major Gestalt therapy institutes). These 
issues reflect the need for future research in this area. 
Regarding the methods employed in the current study, researchers run the risk of losing 
the variety, richness, and character often associated with Gestalt therapy when transforming 
qualitative information (like therapy process) into quantitative data. Despite this potential 
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drawback, one of the many benefits of this type of investigation is that the rich quality of therapy 
process in Gestalt therapy can still be preserved, even if that richness is absent from the mere 
report of the presence of a process as it is described in the PQS items.   
Future Directions for Research 
The purpose of this study was to develop a systematic method for evaluating treatment 
adherence in Gestalt therapy research. The intention was to collect the necessary data that could 
be used create a tool to measure therapist adherence to a theory-informed implementation of 
Gestalt therapy. The development of such a measure would serve several purposes in future 
research. First, and most important in advancing the progress of establishing Gestalt therapy as 
an evidenced-based approach, this prototype can be applied directly to samples of Gestalt 
psychotherapy sessions. The degree to which the therapist adheres to the prototype in a given 
hour or sequence of sessions can be measured quantitatively using this prototype and correlated 
with results from outcome measures in order to identify the active ingredients of the therapy 
process. This tool could also be used to demonstrate whether or not there is consistency among 
Gestalt therapists in their application of theory in method and even similarity in actual 
intervention strategies, despite the flexibility and variation in techniques used by Gestalt 
therapists. Using this tool will also help researchers generate new knowledge about Gestalt 
therapy and its underlying processes of efficacy. Consumers and practitioners of psychotherapy 
as well as those associated with managed care systems and educational institutions will be better 
able to predict treatment outcomes for particular disorders with this new knowledge as well. 
Finally, this measure can also be used as a tool for providing feedback to trainees and monitoring 
the effectiveness of training Gestalt therapists.  
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The results of this study were limited in their utility for Gestalt therapists or researchers 
because the therapy processes were described using items from an instrument meant to evaluate 
therapies across theoretical orientation. Because of the limitations of this instrument, many 
Gestalt therapy processes were not represented or accurately conveyed in the prototype. During 
the research task, participants were encouraged to list any of their own process items that would 
reflect ideally conducted Gestalt therapy that were not included in the 100 items of the PQS. This 
addition to the investigation was deemed necessary in that it may enhance researchers’ 
understanding of what processes are essential for further development of instruments meant to 
assess treatment adherence in research on contemporary Gestalt therapy. Some of the themes of 
the experts’ suggestions for what could be added to the list of therapy processes included: (a) an 
emphasis on the therapist’s dialogic stance, (b) the therapist’s use of phenomenological inquiry, 
(c) an emphasis on deepening or enhancing contact, (d) the use of experiments, (e) building 
awareness of self-regulatory processes at the contact boundary, (f) adherence to the paradoxical 
theory of change, (g) shifting focus between content and process, and (h) connecting present 
moment self-regulatory process to early creative adjustments and the client’s reason for seeking 
therapy. Ideally, these concepts could be operationalized into therapy processes and incorporated 
into the Gestalt therapy prototype.  
Conclusion 
In conclusion, this research suggests that a distinct set of therapeutic processes occurs in 
Gestalt therapy and adds to the evidence that unique variations of client behavior, therapist 
behavior, and therapist-client interaction exist within each theoretical orientation. Important 
insights can be gained about the effective ingredients of a therapy from learning about such 
therapeutic process.  
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The future of Gestalt therapy depends on advancements in research methods, training 
models, theory, and therapy practices. Researchers and practitioners – especially those who are 
willing to explore fully what happens in the therapy room and continue to develop innovative 
methods for evaluating the effectiveness of psychotherapy – can facilitate these advancements. 
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